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THR POPLITEAL TECHNIQUE AFTER A FAILED ANTEGRADE APPROACH 
FOR ANGIOPLASTT OF FEmlRAt ARTERY OCCLUSIONS. 
Bafic Zaitoun, M.D., Gerald Dorros, M.D., F.A.C.C., 
Ruben F. Lewin, M.D., F.A.C.C., Sriram S. Iyer, M.D.. 
St. Luke’s Medical Center, Milwaukee, WI. 
Angioplesy (PTA) using the percutaneous popliteal 
approach ~8s utilized in 25 patients (PTS) (19 men; mean 
age: 64 years) to recsnalize 28 occluded superficial 
femoral arteries (SFA) which were unsuccessful using the 
sntegrade approach b8c8use of flush SPA origin occlusion 
(70%) or inability to maintain the guide wire in the true 
lumen (30%). All PTS bed claudication; 3 had rest pain. 
In 16 caaee (57X), PTA was used with thermal laser 
assistance (laser probe, Trimedyne). Occlusion length 
varied between l-35 cm (mean: 23 cm): 3 lesions were 
<lO cm (Group 1); 8, between lo-20 cm (Group 2); and, 17 
were >20 cm (Group 3). An aagiographic success (<50X 
residual stenosis with good antegrade flow) was obtained 
in 19/28 lesions (68%): 9/11 (82x), in Groups 1 and 2, 
and lo/17 (56%) in Group 3. Complications included: 
perforation (without sequelae) in 5 PTS and a popliteal 
hematoma in 1 patient. One patient, after popliteel 
approach PTA for limb ealv8ge, nevertheless, underwent 
succ8esful emergency vascular surgery. No worsening limb 
iecbemi8 resulted for any poplitasl approach attempt. At 
discharge, 17/25 PTS (68%) were clinically improved after 
Utilising the popliteal approach. 
Conclusions: SFA occ1ueioas, despite failed antegrade 
recanalizetion b8C8Use of a (1) flush SFA origin 
occlusion or (2) inability to cross the vessel segment 
(both of which previously would h8V8 precluded PTA), can 
be safely racanalised in two-thirds of PTS utilizing the 
popliteal approach. 
RISK FACTORS FOR EXERCISE INDUCED ECG ISCHEMIA IN 
ERALTgY MIDDLE-AGED MEN. 
Lare G. Ekelund, M.D., Melvin R. J8CkSOn, KS., Young K. 
Truongr Ph.D., David S. Shape, M.D., F.A.C.C., 
Univerelty of North Carolina at Chepel Hill. 
Exercise induced silent ECG iechemie is present In 
approximately 5 to 10% of the male population above the 
age of 30. To study its relation to coronary risk 
factors, we anelysed data from 3727 healthy males In the 
Lipid Research Clinics Prevalence Study, mean age 43 
(30-79) yrs. At baseline, all aubjecte underwent a 
target heart rate limited treadmill exercise test. Heart 
rate, blood pressure and a 12 lead ECG was recorded. 
Conventional risk factors were also assessed. A painless 
iechemic ECG responee, (ECG-SI), a s 1 mm horizontal or 
> 10 uVeec computer measured ST depieesion was present In 
3.3% of the subjects. Using logistic regression, ECG-SI 
was associated with coronary risk factors such es LDL- 
cholesterol (p=O.O004), resting systolic blood pressure 
(pmO.01) and age (p-0.006). which suggests that it may 
represent a true iechemic response in most subjects. The 
combined relative risk of ECG-SI for Subject5 being 2 SD 
(in brackets) above average with respect to LDL- 
cholesterol (79 mg/dl), systolic blood pressure (32 urn 
Hg) and age (19 yr) was 2.3 (95% confidence interval 1.6 
to 4.3). Conclusion: ECG-SI is significantly associated 
with coronary risk factors, and therefore it is more 
likely to represent a true ischemic response. Three 
basic risk factors can reveal subjects at increased risk 
of ECG-SI. 
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IWARILITY OF ELECTROCARDIOGRAPHIC CHANGES AND CHEST PAIN 
DURING INFUSION OF ADENOSINE TO PREDICT THE PRESENCE OF 
CORONARY DISEASE. 
Edmund Coyns, PK.D., 
derick Welland, M.D., 
Spaccavento, M.D., F.A.C.C.. Wilford Hall USAF Medical 
Zenter , San Antonio, TX. 
The diagnosis of coronary disease (CAD) in standard 
exercise tolerance tests is indicated by the production 
7f typical 12.lead ECG changes and/or characteristic 
angina1 chest pain. We evaluated the ability of 
adsnosine infusion to produce ECG changes and chest pain 
in pts with CAD and in normal volunteers participating in 
a study of adenosine thallium imaging. Adenosine was 
administered to 26 pts with angiographically documented 
GAD and 41 controls (ctle) by intravenous infusion of 
140 mcg/kg/min for 6 minutes with continuous ECG 
monitoring. All subjects also underwent standard 
symptom-limited exercise tolerance tests. 
ECG Results: 
Norms1 Nonspecific Abnormal 
Pts, Adenosine: 18 8 0 
Pts, Exercise: 4 16 6 p <O.Gl 
Ctls, Adenosine: 40 0 
Ctls, Exerciee: 40 1 tp so.3 
Fifteen pts and 22 ctls reported chest discomfort 
zanging from mild in 5 pte and 15 ctls to severe in 5 pts 
and 2 ctls. There was no difference in the occurence of 
chest pain between the two groups (p BO.7). We conclude 
that cheat pa$n and ECG changes durin sdenosine infusion 
can not support or deny the presence of CAD. The 
diagnostic utility of thallium imaging after adenosine 
infusion will rest entirely upon the images produced. 
